(56.9%) and 41 (32.1%) pts, respectively. All pts performed UST with EMG before surgery, at time of urethral catheter removal, at 1, 3, 6 mos. after RARP. UST was considered positive for voluntary interruption of urine flow for at least 3 seconds after reaching a minimum flow rate of 15 ml/s. The latency was calculated from the beginning of pelvic floor contraction to the stop of urine flow. All pts were instructed to perform Kegel exercises after catheter removal. Pts were considered continent and incontinent when they used no pad and !1 pad/die, respectively. We identified 2 groups: Group 1 (early presurgical latency recovery, 93 pts) and Group 2 (late, >3 mos. or no presurgical latency recovery, 44 pts). Statistical analysis was performed by using SPSSÒ software, Chisquared test.
INTRODUCTION AND OBJECTIVES:
We previously proposed the standing cough test (SCT) as a method of providing rapid, objective assessment of incontinence severity via the Male Stress Incontinence Grading Scale (MSIGS) . Previous data has shown that MSIGS has a strong correlation to patient-reported pads per day (PPD), improving male sling selectivity and outcomes. We sought to assess the correlation between the patient history, MSIGS results, and 24-hour pad weights to provide an external validation of MSIGS as an objective measure of male stress urinary incontinence (SUI) severity.
METHODS: A retrospective review of a single surgeon, high volume prosthetic urology database was conducted to identify men evaluated for anti-incontinence surgery. All patients had 24-hour pad weight and standing cough tests completed preoperatively. MSIGS was used to record the severity of SUI in this population and results were compared to pad weights. We determined the Spearman's correlation and coefficient between the MSIGS grading and pad weights.
RESULTS: There were 113 patients identified who underwent an AdVance Sling (n[69) or Artificial Urinary Sphincter (AUS, n[40) . In the sling group, a majority (95.6%) of patients had an MSIGS of 0-2. In the AUS group, the majority of patients (67.5%) had an MSIGS of 3 or 4. The Spearman's coefficient between MSIGS and 24-hour pad weight for the overall group was r[0.68 (p < 0.0001) demonstrating a strong positive correlation. In contrast, PPD as reported by patient history was not as strongly correlated with pad weight (r[ 0.54, p < 0.0001). In a multivariable model predicting pad weight, it was shown that the effect of MSIGS was greater than PPD (b[ 83 [54-111] INTRODUCTION AND OBJECTIVES: While surgical decision making for men with mild or severe stress urinary incontinence (SUI) is relatively straightforward, treatment options for men with moderate SUI are less clear cut. We hypothesized that men referred for treatment of moderate SUI often have unexpectedly high degrees of SUI observed during focused physician examination in a subspecialty clinic. We evaluated the percentage of men who demonstrated degrees of incontinence beyond the level for which they were referred.
METHODS: A retrospective review of our large single surgeon male SUI database was completed. Men having artificial urinary sphincter (AUS) and AdVance sling procedures between the years 2007 and 2017 were included in the analysis. Moderate SUI patients were defined as those reporting 2-3 pads leakage per day (PPD) by history. SCT results were stratified by the Male Stress Incontinence Grading Scale (MSIGS); sling outcomes were compared between various MSIGS groups. Sling failure was defined as greater than 1 PPD usage or need for AUS.
RESULTS: A total of 475 patients underwent either a sling (n [ 215) or AUS (n [ 260) during the study interval with both PPD and MSIGS data available. Among 169 patients reported to have moderate incontinence (2-3 PPD), 76 (45%) were noted to have an MSIGS score indicating a severe level of incontinence. Within the moderate SUI cohort, sling failure rates were found to be 44.3% for MSIGS 0-2 vs 64.2% for the MSIGS 3-4 group. The overall failure rate of moderate SUI sling patients was higher than the mild SUI sling group (47.3 % vs. 15.3%, p<0.0001). AUS patients were more likely to have been upgraded by MSIGS grading (81.5%) compared to sling patients (15.1%) indicating the impact of MSIGS grading on stratifying patients who report moderate stress incontinence.
CONCLUSIONS: Discordance is common between the degree of SUI reported by patient history and the severity actually demonstrated during SCT. The physical demonstration of SUI using a SCT provides important prognostic information for anti-incontinence surgery.
The prevalence of female pelvic floor disorders (PFDs) including urinary incontinence (UI) is felt to be high, however prior estimates vary. Estimates range from 1% to 50%, in part due to unreliable screening questionnaires for PFDs. The purpose of this study was to use the Epidemiology of Prolapse and Incontinence Questionnaire (EPIQ), a validated screening tool, to determine the prevalence of UI in women attending the Minnesota State Fair.
METHODS: After IRB approval, the EPIQ was administered to women ! 18 years old attending the Minnesota State Fair in 2018. Data collection occurred over 6 half-day sessions at the University of Minnesota Driven to Discover building. Participants self-reported data using iPads connected to a secure web-based system, Research Electronic Data Capture (REDCap). Demographic data of age, height, and weight was collected and evaluated using descriptive statistics. Chi-square, Fisher's exact, Students t-test, or Wilcoxon rank-sum tests were used to analyze associations between variables and outcomes.
RESULTS: A total of 1,568 subjects were surveyed: 1,270 (88%) were younger women age 18-64 years, and 173 (12%) were older women ! 65 years. Overall, 774 (49.5%) of participants reported any type of UI. The prevalence of stress urinary incontinence (SUI) and urge urinary incontinence (UUI) was 613 (40.7%) and 363 (24.1%), respectively. Older women had a statistically significant increased prevalence of UI compared to younger women, 97 (56.7%) vs. 597 (47%), p[0.02. UUI was also associated with older age and was endorsed by 53 (32.9%) of older and 273 (22.2%) of younger women. A higher mean BMI occurred in those with UI, 28.5 (SD[6.6), compared to those without, 25.8 (SD[5.6), p<0.01. There was a significant association between childbirth and any type of UI, SUI, UUI, and history of any UI surgery, all p<0.01. In total, 60 (3.8%) of women reported at least one surgery related to UI. Additionally, smoking status was significantly associated with any UI, SUI, and UUI, all p<0.01. UI was reported in 156 (63.4%) of past and 30 (50.8%) of current smokers vs. 580 (46.6%) of non-smokers.
CONCLUSIONS: The prevalence of urinary incontinence in women in Minnesota was relatively high when reported on the validated EPIQ survey compared to previous studies. As expected, urinary incontinence was associated with older age, higher BMI, childbirth, and smoking. Further studies are needed to better assess why our cohort appears to have a higher risk of UI. , currently out to consultation, suggest that urodynamic assessment is NOT required in women with stress predominant mixed urinary incontinence (MUI) prior to surgical intervention. Data on the topic is sparse and this is based predominantly on expert opinion. We have assessed the predictive power of the predominant symptom of MUI to determine the underlying urodynamic abnormalities to further clarify this issue.
METHODS: Over a 4-month period from June to September 2018, 35 women with a mean age of 55years (range 26-86) with MUI attended for video-urodynamic studies (VUDS). They were asked a predefined set of questions aimed at assessing the predominant symptomatic component of their incontinence. Immediately following the questionnaire, VUDS were performed in accordance with ICS guidance. Statistical analysis was by Chi Squared analysis and analysis of sensitivity, specificity, positive and negative predictive values.
RESULTS: 22(63%) women described the urge component as most bothersome, 10(28%) the stress component and 3(9%) felt both components were equally bothersome. Outcomes of their videourodynamics are detailed in Table 1 . Combined stress and overactivity leakage was demonstrated in only 10 (28%).
The sensitivity and specificity of symptomatic stress urinary incontinence (SUI) for urodynamic finding of stress urinary incontinence (USUI) were 43% and 91% respectively. The sensitivity and specificity of symptomatic urge urinary incontinence (UUI) for the finding of detrusor overactivity (DO) incontinence were 77% and 43%. The positive predictive value of SUI for USUI was 90% whilst the negative predictive value was only 45%. The positive predictive value for UUI for DO was 64% and the negative predictive value was 60%.
CONCLUSIONS: Symptomatic SUI is predictive of USUI in women with MUI in 90% however concurrent DO is missed in 40%. Symptomatic UUI is predictive of DO in 64% and USUI is missed in 55%. These preliminary results indicate that patient perception of symptoms is insufficient to guide invasive treatments and urodynamics are required to delineate the physio-pathological mechanisms of incontinence and accurately guide treatment.
